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5 Things to Know About Kids Who Bully

“Bullying is a form of unprovoked, aggressive behavior that involves a real or perceived power
imbalance” (Aldebot-Green, Garcia, & Terzian, 2013). Bullying comes in a variety of forms,
including physical, verbal, social, and cyberbullying. We know bullying is a serious issue in
schools, and affects kids of all ages. There are many programs to address bullying, but one
important piece of stopping this negative behavior is understanding why kids bully. In a recent
newsletter, Child Trends listed five things parents, teachers, healthcare professionals, and any-
one working with children need to know. Click on the Child Trends Logo to see them!
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Aldebot-Green, A., Garcia, K., & Terzian, M. 2013. 5
things to know about kids who bully. Child Trends.

The Update is
a monthly web newsletter
published by the Iowa Department of Public
Health’s Bureau of Family Health. It is posted once
a month, and provides useful job resource information for

departmental health care professionals, information
on training opportunities, intradepartmental
reports and meetings, and additional
information pertinent to health care
professionals.

Click here for an
important note
on interactivity!




Important Stuff

PRAMS, the survey that goes out to 150 new moms each
month, now has informational brochures to share. Brochures
are directed to inform moms about the survey and encourage
her to complete the survey if she receives it. Both English |

I_LEM.

Parent Brochure -
English

and Spanish versions are available. If you would like copies, P o

please contact Sarah Mauch or Jennifer Pham at sarah. CEdnel
mauch@idph.iowa.gov and jennifer.pham@idph.iowa.gov. Provid

For an electronic copy of the brochures, click on the buttons | Bmvlll et
to the left: o

ACEs Summi(t?

All materials are available on the website at
www.iowaaces360.org.

MCH/FP Regional Map?

Click here to open a copy!

Click HERE for the application for the
Marketplace from the Department
of Human Services, and HERE for an
informational letter regarding the
application

Data Integration Project Update

The Bureau of Family Health and the Oral Health Center are working to create an integrated electronic data
management system to include case management, referral management, risk assessment, billing, and client
and population-level reporting. This system will replace existing separate systems to better meet the needs
of the state, our contractors and our clients. The first step in this project was to understand the benefits and
limitations of our existing data systems, as well as opportunities for change. A
needs assessment was conducted with state program administrators, agency Click here for
contractors, and care coordinators in Spring of 2013. Findings were presented
at the 2013 MCH fall conference.

IDPH Welcomes the New
MCH Oval Health Consultant!

The Bureau of Oral and Health Delivery Systems would like to welcome Steph Chickering as our newest oral
health consultant! Beginning October 1 Steph will be the lead oral health consultant for MCH contractors in Re-
gion 5 and the coordinator of the expanded School-based Sealant Program. Steph
joined the bureau August 19th after 2 years as the I-Smile™ Coordinator at Warren
County Health Services. She brings with her a tremendous amount of first-hand
experience which staff feel will truly be an asset to the bureau and the
I-Smile™ Program. When asked how the move to state staff is going
Steph replied, “I am excited to be bringing a local public health per-
spective to the state level. I am thankful and honored to be working
with such a wonderful team of highly respected and valued oral health
professionals”

more information!




Regional Meeting Recaps

Health and the Public Policy Center. First conducted in 2000, the

purpose of the IHHS is to assess the health and well-being of chil-

dren and families and to explore early childhood issues in Iowa.

It is the only state survey in the US specifically focused on child

health. Survey topics include health status, access to care, dental
care, behavioral/emotional health, emergency room use, medical home status, physical activity and nutri-
tion, substance abuse, and social determinants of health. The Insurance Medical Home Report explores
whether or not children in Iowa are receiving care that meets the definition of a medical home and the
factors related gaps in the quality and comprehensiveness of their care.

0 lowa Household Health Survey
2 O Medical Home Report
In October, the Iowa Household Health Survey (IHHS) Medical
% * Home Report was published by the Iowa Department of Public

About 80% of children in Iowa meet the criteria for having a medical home. However, the children

most in need of a medical home, those with special healthcare needs are significantly less likely to have

a medical home (71% compared to 82%). Differences were also apparent base on race/ethnicity, where
more white children in Iowa have a medical home compared to African-American children. Only half of
African-American children receive health care that meets the definition of a medical home. Insurance
status is also significantly related to medical home access, where over 80% of privately insured children
meet the criteria, compared to only 70% of publicly insured and 60% of uninsured children do so. For the
complete Insurance Report, as well as other IHHS reports please visit: http://ppc.uiowa.edu/health/study/
iowa-child-and-family-household-health-survey-ihhs. A webinar providing an overview of the
report as well as initiatives to increase access to medical homes is located here: http://www.idph.
state.ia.us/hpcdp/family health _publications.asp.
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We Need Your Feedback!

Do you like what you see in The Update, or have suggestions for improvement? Please take a moment
to fill out this short survey to let us know what you think. We would love to hear how The Update
can be enhanced to improve communication surrounding maternal and child health and family

planning. Click here to take the survey!

MIHOPE Evaluation Kickoff Event!

The Mother and Infant Home Visiting Program Evaluation (MIHOPE) is a legislatively mandated,
large-scale evaluation of the effectiveness of home visiting programs funded by MIECHYV. It will
systematically estimate the effects of MIECHV home visiting programs across a wide range of
outcomes and study the variation in how programs are implemented.

MIHOPE includes four evidence-based home
visiting program models: (1) Early Head Start- ,
Home Visiting, (2) Healthy Families America,
(3) Nurse-Family Partnership, and (4) Parents as
eachers. Two of these models are also included
the related MIHOPE-Strong Start study, which
amines birth outcomes for women who are
rolled in Medicaid.

The kickoff event for contractors and the MIHOPE satermnal, Infant, Barty Childhood
aluators will be October 29th and 30th. Plome Virifing Progran

November



https://www.surveymonkey.com/s/LSM8PZ5
http://www.mdrc.org/project/mother-and-infant-home-visiting-program-evaluation-mihope-strong-start#featured_content


lowa Department of Human Services

Application for Health Coverage and Help Paying Costs

Use this application to see what coverage choices you qualify for

¢ Affordable private health insurance plans that offer comprehensive coverage to help you stay
well

A new tax credit that can immediately help pay your premiums for health coverage
Free or low-cost insurance from Medicaid or the Children’s Health Insurance Program
(CHIP)

You may qualify for a free or low-cost program even if you earn as much as $94,000 a
year (for a family of 4).

Who can use this application?

Use this application to apply for anyone in your family.

Apply even if you or your child already has health coverage. You could be eligible for lower-
cost or free coverage.

If you'’re single, you may be able to use a short form. Visit www.HealthCare.gov/.

Families that include immigrants can apply. You can apply for your child even if you aren’t
eligible for coverage. Applying won'’t affect your immigration status or chances of becoming
a permanent resident or citizen.

¢ If someone is helping you fill out this application, you may need to complete Step 6.

Apply faster online

Apply faster online at www.HealthCare.gov/.

What you may need to apply

¢ Social Security Numbers (or document numbers for any legal immigrants who need
insurance)

¢ Employer and income information for everyone in your family (for example, from paystubs,
W-2 forms, or wage and tax statements)

Policy numbers for any current health insurance
Information about any job-related health insurance available to your family
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Why do we ask for this information?

We ask about income and other information to let you know what coverage you qualify for and if
you can get any help paying for it. We’ll keep all the information you provide private and
secure, as required by law.

What happens next?

Send your complete, signed application to the address on page 11. If you don’t have all the
information we ask for, sign and submit your application anyway. We’'ll follow-up with you
within one to two weeks. You'll get instructions on the next steps to complete your health
coverage. If you don’t hear from us, visit www.HealthCare.gov/ or call 1-800-318-2596. Filling
out this application doesn’t mean you have to buy health coverage.

Get help with this application

Online: www.HealthCare.gov/
Phone: Call our Help Center at 1-855-889-7985.

In person: There may be counselors in your area who can help. Visit our website or call
1-1-855-889-7985 for more information.

En Espafol: Llame a nuestro centro de ayuda gratis al 1-855-889-7985.

If you need help in a language other than English, call 1-855-889-7985 and tell the customer
service representative the language you need. We'll get you help at no cost to you.

¢ TTY users should call 1-800-735-2942.

470-5170 (9/13) Cover Page
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Step 1. Tell us about yourself.

We need one adult in the family to be the contact person for your application.

First name, middle name, last name, and suffix

Home address (Leave blank if you don’t have one.) Apartment or suite number
City State ZIP code County

Mailing address (if different from home address) Apartment or suite number
City State ZIP code County

Phone number Other phone number

Do you want to get information about this application by email? [] Yes [] No
Email address:

Preferred spoken or written language (if not English)

Step 2. Tell us about your family.

Who do you need to include on this application?

Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your
tax return. (You don’t need to file taxes to get health coverage.)

DO include: You DON’T have to include:

¢ Yourself 4 Your unmarried partner who doesn’t need health
coverage

4 Your spouse

4 Your children under 21 who live with you ¢ Yourunmarried partner's children

¢ Your unmarried partner who needs health coverage Your paren_ts Wh,o live with you, but file their own
tax return (if you’re over 21)

4 Anyone you include on your tax return, even if they

I ! 4 Other adult relatives who file their own tax return

don'’t live with you

4 Anyone else under 21 who you take care of and
lives with you

The amount of assistance or type of program you qualify for depends on the number of people in your family and
their incomes. This information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family. Start with yourself, then add other adults and children. If you
have more than two people in your family, you’ll need to make a copy of the pages and attach them. You don’t need
to provide immigration status or a Social Security Number (SSN) for family members who don’t need health
coverage. We'll keep all the information you provide private and secure as required by law. We’'ll use personal
information only to check if you’re eligible for health coverage.

470-5170 (9/13) Page 1 of 13






Step 2. Person 1 (start with yourself)

Complete Step 2 for yourself, your spouse or partner and children who live with you and anyone on your same
federal income tax return if you file one. See page 1 for more information about who to include. If you don't file a
tax return, remember to still add family members who live with you.

First name, middle name, last name, and suffix Relationship to you?
SELF

Date of birth (mm/dd/yyyy) Social Security Number (SSN)

Sex: [ | Male [ ] Female

We need your SSN if you want health coverage and have a SSN. Providing your SSN can be helpful if you don’t
want health coverage too since it can speed up the application process. We use SSNs to check income and other
information to see who’s eligible for help with health coverage costs. If someone wants help getting an SSN, call
1-800-772-1213 or visit www.socialsecurity.gov/. TTY users should call 1-800-325-0778.

Do you plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

[] Yes. If yes, please answer questions 1-3. [] No. If no, skip to question 3.

(] Yes [ No 1. Will you file jointly with a spouse?
If yes, name of spouse:

[] Yes [ No 2. Will you claim any dependents on your tax return?
If yes, list names of dependents:

[ ] Yes [] No 3. Will you be claimed as a dependent on someone’s
tax return? If yes, list the name of the tax filer:

How are you related to the tax filer?

[l Yes [ No Areyoupregnant? If yes, how many babies are
expected during this pregnancy? What is the due date?

Do you need health coverage?
(Even if you have insurance, there might be a program with better coverage or lower costs.)

[] Yes. If yes, answer all the questions below. [] No. If no, skip to the income questions on page 3.
Leave the rest of this page blank.

(] Yes [ No Do you have a physical, mental, or emotional health condition that causes limitations in
activities (like bathing, dressing, daily chores, etc.) or live in a medical facility or nursing

home?
[l Yes [] No AreyouaU.S. citizen or U.S. national?
[] Yes [ No If you aren’t a U.S. citizen or U.S. national, do you have eligible immigration status?
If yes, fill in your document type and ID number below.
Document type: Document ID number:
[] Yes [ No Have you lived in the U.S. since 19967
[] Yes [ No Areyou oryour spouse or parent a veteran or an active-duty member of the U.S. military?
[l Yes [ No Areyou aresident of lowa?
[] Yes [] No Do you want help paying for medical bills from the last three months?
[] Yes [ No Do you live with at least one child under the age of 19, and are you the main person taking
care of this child?
[] Yes [ No Are you a full-time student?
[] Yes [] No Wereyou in foster care at age 18 or older?

470-5170 (9/13) Page 2 of 13
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The following ethnicity and race questions are optional. Check all that apply.

If Hispanic or Latino, ethnicity: Race:

[ ] Mexican [ ] White [ ] Korean

[ ] Mexican American [] Black or Africian American [ ] Vietnamese

[ ] Chicano/a [] American Indian or Alaska [ ] Other Asian

[ ] Puerto Rican Native [ ] Native Hawaiian

[ ] Cuban [ ] Asian Indian [] Guamanian or Chamorro

[ ] Other: [ ] Chinese [ ] Samoan
[] Filipino [ ] Other Pacific Islander
[] Japanese [ ] Other:

Current Job and Income Information

[] Employed. If you're currently employed, tell us about your income. Start with Current Job 1.
[ ] Not employed. Skip to the Other Income This Month section.

[] Self-employed. Skip to the Self-Employment section.

Current Job 1:

Employer name and address Employer phone number
Wages and tips (before taxes) [ ] Hourly [ ] Weekly [ ] Every 2 weeks | Average hours worked each
$ [] Twice amonth [] Monthly [] Yearly week:

Current Job 2: If you have more jobs and need more space, attach another sheet of paper.

Employer name and address Employer phone number
Wages and tips (before taxes) [_] Hourly [ ] Weekly [ ] Every 2 weeks | Average hours worked each
$ [] Twiceamonth [] Monthly [] Yearly week:

In the past year, did you: [ ] Change jobs [ ] Stop working [] Start working fewer hours [ ] None of these

Self-Employment: If self-employed, answer the following questions.
Type of work

How much net income (profits once business expenses are paid) will you get from this self-
employment this month? $

Other Income This Month: Check all that apply, and give the amount and how often you get it. NOTE: You
don’t need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSlI).

[ ] None How often? How often?
[ ] Unemployment $ (] Alimony received $
[ ] Pensions $ [ ] Net farmingffishing $
[] Social Security  $ [ ] Net rental/royalty $
[] Retirement $ [] Other income $
accounts Type

Deductions: Check all that apply, and give the amount and how often you get it. If you pay for certain things that
can be deducted on a federal income tax return, telling us about them could make the cost of health coverage a little
lower. NOTE: You shouldn’t include a cost that you already considered in your answer to net self-employment.

How often? How often?
(] Alimony paid $ [] Other deductions $

[] Student loan $ Type

interest

Yearly Income: Complete only if your income changes from month to month. If you don’t expect changes to your
monthly income, skip to the next person.

Your total income this year Your total income next year (if you think it will be different)

$ $
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Step 2. Person 2

Complete Step 2 for your spouse or partner and children who live with you and anyone on your same federal
income tax return if you file one. See Page 1 for more information about who to include. If you don't file a tax
return, remember to still add family members who live with you.

First name, middle name, last name, and suffix Relationship to you?

Date of birth (mm/dd/yyyy) Social Security Number (SSN)

Sex: [ | Male [ ] Female

We need your SSN if you want health coverage and have a SSN. Providing your SSN can be helpful if you don’t
want health coverage too since it can speed up the application process.

[ ] Yes [] No Does Person 2 live at the same address as you? If no, list address:

Does Person 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

[] Yes. If yes, please answer questions 1-3. ] No. If no, skip to question 3.

[] Yes [ No 1. Will Person 2 file jointly with a spouse?
If yes, name of spouse:

(] Yes [ No 2. Will Person 2 claim any dependents on Person 2’s tax
return? If yes, list names of dependents:

[] Yes [ No 3. Will Person 2 be claimed as a dependent on someone’s
tax return? If yes, list the name of the tax filer:

How is Person 2 related to the tax filer?

[] Yes [ No IsPerson 2 pregnant? If yes, how many babies are
expected during this pregnancy?

Does Person 2 need health coverage?
(Even if they have insurance, there might be a program with better coverage or lower costs.)

[] Yes. If yes, answer all the questions below. [] No. If no, skip to the income questions on page 5.
Leave the rest of this page blank.

(] Yes [ No Does Person 2 have a physical, mental, or emotional health condition that causes limitations in
activities (like bathing, dressing, daily chores, etc.) or live in a medical facility or nursing home?

[ ] Yes [] No IsPerson?2aU.S. citizen or U.S. national?

[ ] Yes [] No If Person 2 isn’'t a U.S. citizen or U.S. national, does Person 2 have eligible immigration
status? If yes, fill in their document type and ID number below.
Document type: Document ID number:

[] Yes [] No Has Person 2 lived in the U.S. since 19962

[] Yes [ No Is Person 2 or their spouse or parent a veteran or an active-duty member in the U.S. military?

[ ] Yes [] No IsPerson?2 aresident of lowa?

[] Yes [ No Does Person 2 want help paying for medical bills from the last three months?

[ ] Yes [] No Does Person 2 live with at least one child under the age of 19, and is Person 2 the main
person taking care of this child?

[] Yes [ No WasPerson 2 in foster care at age 18 or older?

Please answer the following questions if Person 2 is 22 or younger:
[] Yes [ No Did Person 2 have insurance through a job and lose it within the past three months?
If yes, end date: Reason insurance ended:

[ ] Yes [] No IsPerson 2 afull-time student?
470-5170 (9/13) Page 4 of 13





The following ethnicity and race questions are optional. Check all that apply.

If Hispanic or Latino, ethnicity: Race:

[ ] Mexican [ ] White [ ] Korean

[ ] Mexican American [] Black or Africian American [ ] Vietnamese

[ ] Chicano/a [] American Indian or Alaska [ ] Other Asian

[ ] Puerto Rican Native [ ] Native Hawaiian

[ ] Cuban [ ] Asian Indian [] Guamanian or Chamorro

[ ] Other: [ ] Chinese [ ] Samoan
[] Filipino [ ] Other Pacific Islander
[] Japanese [ ] Other:

Current Job and Income Information

[] Employed. If you're currently employed, tell us about your income. Start with Current Job 1.
[ ] Not employed. Skip to the Other Income This Month section.

[] Self-employed. Skip to the Self-Employment section.

Current Job 1:

Employer name and address Employer phone number
Wages and tips (before taxes) [ ] Hourly [ ] Weekly [ ] Every 2 weeks | Average hours worked each
$ [] Twiceamonth [] Monthly [] Yearly week:

Current Job 2: If you have more jobs and need more space, attach another sheet of paper.

Employer name and address Employer phone number
Wages and tips (before taxes) [_] Hourly [ ] Weekly [ ] Every 2 weeks | Average hours worked each
$ [] Twiceamonth [] Monthly [] Yearly week:

In the past year, did Person 2:

[] Change jobs [] Stop working [] Start working fewer hours [] None of these

Self-Employment: If self-employed, answer the following questions.
Type of work

How much net income (profits once business expenses are paid) will you get from this self-
employment this month? $

Other Income This Month: Check all that apply, and give the amount and how often you get it. NOTE: You
don’t need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

[ ] None How often? How often?

[ ] Unemployment $ [ ] Alimony received $

[ ] Pensions $ [ ] Net farmingffishing $

[] Social Security  $ [ ] Net rental/royalty $

[] Retirement $ [] Other income $
accounts Type

Deductions: Check all that apply, and give the amount and how often you get it. If Person 2 pays for certain things
that can be deducted on a federal income tax return, telling us about them could make the cost of health coverage a
little lower. NOTE: You shouldn’t include a cost that you already considered in your answer to net self-employment.

How often? How often?
] Alimony paid $ [ ] Other deductions $

[ ] Student loan $ Type
interest

Yearly Income: Complete only if Person 2’s income changes from month to month. If you don’t expect changes
to Person 2’s (pages 4 and 5) monthly income, don’t complete.

Person 2’s total income this year Person 2’s total income next year (if you think it will be different)

$ $
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Step 3. American Indian or Alaska Native (AlI/AN) Family Members

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or
urban Indian health programs. They also may not have to pay cost sharing and may get special monthly enroliment

periods. Answer the following questions to make sure your family gets the most help possible.

NOTE: If you have more people to include, make a copy of this page and attach.

[ ] Yes [] No

AIl/AN Person 1:

If yes, fill in the information below. If no, skip to Step 4.
Al/AN Person 2:

Are you or is anyone in your family an American Indian or Alaska Native?

Name (first, middle, last) Name (first, middle, last)

AIl/AN Person 1:

Member of a federally recognized tribe? If yes, tribe name:

[ ] Yes [] No
[ ] Yes [] No
[ ] Yes [] No
$

How often?

470-5170 (9/13)

Has this person ever gotten a service from the Indian Health Service, a
tribal health program, or urban Indian health program or through a
referral from one of these programs?

If no, is this person eligible to get any of these services?

Certain money received may not be counted for Medicaid or the
Children’s Health Insurance Program (CHIP). List any income (amount
and how often) reported on your application that includes money from
these sources:

o Per capita payments from a tribe that come from natural resources,
usage rights, leases, or royalties.

e Payments from natural resources, farming, ranching, fishing, leases,
or royalties from land designated as Indian trust land by the
Department of Interior (including reservations and former
reservations).

o Money from selling things that have cultural significance.

Al/AN Person 2:
[ ] Yes [] No

[ ] Yes [] No

[ ] Yes [] No
$

How often?
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Step 4. Your Family’s Health Coverage

Answer these questions for anyone who needs health coverage.

[] Yes

[] Yes

[] Yes

[] Yes

[ ] No

[ ] No

[ ] No

[ ] No

470-5170 (9/13)

Is anyone enrolled in health coverage now from the following? If yes, check the type of
coverage and write the persons’ names next to the coverage they have.

Medicaid

CHIP

Medicare

TRICARE (Don’t check if you
have direct care or Line of Duty)

VA health care programs

Peace Corps

Oodo0o odood

Employer Insurance

Name of health insurance

Policy number

Is this COBRA coverage? [ ] Yes [] No
Is this a retiree health plan? [] Yes [] No
[ ] Other

Name of health insurance

Policy number

Is this a limited-benefit plan (like a school accident policy?) [ ] Yes [] No

Has anyone moved in or out of your home in the past three months?
If yes, answer the following questions.

Name

Date of birth (mm/dd/yyyy)

Social Security Number (SSN)

Relationship to you?

Date moved in?

Date moved out?

Is anyone listed on this application offered health coverage from a job? Check yes even if the
coverage is from someone else’s job, such as a parent or spouse.

If yes, answer the following question and the questions in Step 5.
If no, skip to Step 6.

Is this a state employee benefit plan?
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Step 5

. Health Coverage from Jobs

You don’t need to answer these questions unless someone in the household is eligible for health coverage from a

job. Att

ach a copy of this page for each job that offers coverage. Tell us about the job that offers coverage.

Employee Information. The employee needs to fill out this section.

Employee name (first, middle, last) Social security number

Employer Information. Ask the employer for this information.

Employer name Employer identification number (EIN)

Employer address (the Marketplace will send notices to this address) | Employer phone number

City State ZIP code

Who can we contact about employee health coverage at this job?

Phone number (if difference from above) Email address

[] Yes [ No Areyou currently eligible for coverage offered by this employer, or will you become eligible in
the next three months?
If yes, fill out the information below. If no, skip to Step 6.
If you're in a waiting or probationary period, when can you enroll in coverage?
List the names of anyone else who is eligible for coverage from this job.

Health Plan. Tell us about the health plan offered by this employer.

[] Yes [ No Does the employer offer a health plan that covers an employee’s spouse or dependent?
If yes, which people? [ ] Spouse [ ] Dependents

[l Yes [] No Anemployer-sponsored health plan meets the “minimum value standard” if the plan’s share of
the total allowed benefit costs covered by the plan is no less than 60% of such costs. Does
the employer offer a health plan that meets the minimum value standard?

[] Yes [ No Does the employer’s lowest-cost plan that meets the “minimum value standard” offer a

wellness program to only the employee? (Do not include family plans.)

If yes, how much would the employee have to pay in premiums after receiving the maximum
discount for any tobacco cessation programs? (Do not deduct any other discounts based on
the wellness program.) $

How often?
[ ] Weekly [] Everytwoweeks [ ] Twice a month [ ] Quarterly [ Yearly

Employer Changes. What change will the employer make for the new plan year (if known)?

O
O

Employer won't offer health coverage

Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard. (Premium should reflect discount
for wellness programs.)

How much will the employee have to pay in premiums for that plan? $

How often? [ ] Weekly  [] Everytwo weeks [] Twice a month [ ] Quarterly [] Yearly
Date of change:
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Step 6. Assistance with Completing this Application

You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your information, and act
for you on matters related to this application, including getting information about your application and signing
your application on your behalf. This person is called an “authorized representative.” If you ever need to
change your authorized representative, contact the Marketplace. If you're a legally appointed representative
for someone on this application, submit proof with the application.

Name of authorized representative (first name, middle name, last name)

Address Apartment or suite number

City State ZIP code

Phone number

Organization name ID number (if applicable)

By signing, you allow this person to sign your application, get official information about this application, and act
for you on all future matters with this agency.

Your signature Date (mm/dd/yyyy)

For certified application counselors, navigators, agents, and brokers only.

Complete this section if you're a certified application counselor, navigator, agent, or broker filing out this
application for somebody else.

Application start date (mm/dd/yyyy)

First name, middle name, last name, and suffix

Organization name ID number (if applicable)
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Step 7. Read and Sign this Application

¢ By signing this application, | certify under penalty of perjury and false swearing that my answers are correct
and complete to the best of my knowledge, including information provided about the citizenship or alien
status for each household member applying for benefits. | know | may be subject to penalties under
federal law if | provide false or untrue information.

¢ | know that | must tell the Health Insurance Marketplace if anything changes (and is different than) what |
wrote on this application. | can visit www.HealthCare.gov/ or call 1-877-347-5678 to report any changes. |
understand that a change in my information could affect the eligibility for members of my household.

¢ | know that under federal law, discrimination isn’t permitted on the basis of race, color, national origin, sex,
age, sexual orientation, gender identity, or disability. | can file a complaint of discrimination by visiting
www.hhs.qgov/ocr/officeffile.

4 | confirm that no one applying for health insurance on this application is incarcerated (detained or jailed).
If not, the name of the person incarcerated is:

We need this information to check your eligibility for help paying for health coverage if you choose to apply.
We’'ll check your answers using information in our electronic databases and databases from the Internal
Revenue Service (IRS), Social Security Administration, the Department of Homeland Security, or a consumer
reporting agency. If the information doesn’t match, we may ask you to send us proof.

Renewal of coverage in future years

To make it easier to determine my eligibility for help paying for health coverage in future years, | agree to allow
the lowa Department of Human Services (DHS) to use income data, including information from tax returns.
The lowa DHS will send me a notice and let me make any changes.

| agree to allow the lowa DHS to use income data, including information from tax returns.

If anyone on this application is eligible for Medicaid

¢ | am giving to the Medicaid agency our rights to pursue and get any money from other health insurance,
legal settlements, or other third parties. | am also giving to the Medicaid agency rights to pursue and get
medical support from a spouse or parent.

Does any child on this application have a parent living outside the home? [ ] Yes [] No

If yes, | know | will be asked to cooperate with the agency that collects medical support from an absent
parent. If | think that cooperating to collect medical support will harm me or my children, | can tell Medicaid
and | may not have to cooperate.

My right to appeal

If | think the Health Insurance Marketplace or Medicaid/Children’s Health Insurance Program (CHIP) has made
a mistake, | can appeal its decision. To appeal means to tell someone at the Health Insurance Marketplace or
Medicaid/CHIP that I think the action is wrong, and ask for a fair review of the action. | know that | can find out
how to appeal by contacting the Marketplace at 1-800-318-2596. | know that | can be represented in the
process by someone other than myself. My eligibility and other important information will be explained to me.

Sign this application

The person who filled out Step 1 should sign this application. If you're an authorized representative, you may
sign here as long as you have provided the information required in Step 6.

| declare under penalty of perjury under the laws of the United States of America that the information
contained in this statement of facts is true, correct, and complete.

Signature Date (mm/dd/yyyy)

470-5170 (9/13) Page 10 of 13
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Step 8. Mail the Completed Application

Mail your signed application to:

Imaging Center 4
PO Box 2027
Cedar Rapids, lowa 52406

If you want to register to vote, you can complete a voter registration form at:
http://sos.iowa.gov/elections/pdf/voteapp.pdf

470-5170 (9/13) Page 11 of 13
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lowa Department of Human Services

Addendum to Application and Review Forms for Release of Information

OPTIONAL Release of Information

Help Us Help You!

You do not have to sign this, but it will help us get information we need to help you,
without having to get your signature on specific requests.

You should know that:
. We may need more information to decide if you can get assistance.

° If more information is needed from you, you will get a letter telling you what we need and
the date you must get it to us.

° You are responsible to get the information or to ask us for help to get it.

° If you do not give us the information or ask for help by the due date, your application may
be denied or your assistance may stop.

° We may be able to use the release below to get the information we need. But you still
have to provide information we request or ask us for help.

. We may attach a copy of this release to a form that asks other people or organizations
(like your employer) for specific information needed about you or others in your
household.

Print and sign your name below to give us permission to get needed information.

RELEASE OF INFORMATION

| hereby authorize any person or organization to give the lowa Department of Human
Services requested information about me or other members of my household.

A copy of this release is as valid as the original.
This release does not apply to protected health information.

This release is good for 12 months from the date signed.

Your Name (please print clearly) Other Adult Name (please print clearly)
Signature or Mark Signature or Mark
Date

470-5170 (9/13) Page 13 of 13






lowa Department of Human Services

Terry E. Branstad Kim Reynolds Charles M. Palmer
Governor Lt. Governor Director

October 7, 2013
FROM: lowa Department of Human Services, lowa Medicaid Enterprise (IME)
RE: Application for Health Coverage and Help paying Costs

Attached is the paper application created by the lowa Department of Human Services (DHS)
for households applying for Affordable Care Act (ACA) benefits. This application will be
available starting on October 1, 2013, at all the DHS Offices. This application is to be used
only if the household wants to apply for ACA benefits effective January 1, 2014. If the
household wants current Medicaid benefits they need to complete the current Health
Services Application found at Instructions For Health Services Application.

You can print these applications and give to the household requesting ACA benefits or you
can direct the household to apply at www.healthcare.gov.

Members currently covered by lowaCare have been notified that their income will be
verified by the IME. They will be automatically enrolled in the lowa Health and Wellness Plan
through Medicaid if they qualify. We anticipate that the vast majority of current lowaCare
members will qualify. Final naotification of this determination should take place around the end
of October 2013.

lowa Medicaid Enterprise — 100 Army Post Road - Des Moines, IA 50315
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Title V Child Health / EPSDT Care for Kids Program

1. American Home Finding Association
333 Church Street
Ottumwa, 1A 52501
Denise Janssen (641) 682-8784 (800) 452-1098

2. Black Hawk County Health Department
1407 Independence Avenue, 4" Floor
Waterloo, IA 50703
Arlene Prather-O’Kane (319) 291-2413

3.Crawford County Home Health, Hospice, & PH
105 North Main Street
Denison, IA 51442
Deb Birks (712) 263-3303

4. FAMILY, Inc.
3501 Harry Langdon Blvd. Suite 150
Council Bluffs, IA 51503
Lee Baratta (712) 256-9566

5. Hawkeye Area Community Action Program, Inc.

1515 Hawkeye Drive

Hiawatha, IA 52233

Gloria Witzberger (319) 739-1531
(800) 332-5289

6. Johnson County Public Health
855 South Dubuque Street, Suite 217
lowa City, IA 52240
Erica Wagner (319) 688-5891

7. Lee County Health Department
2218 Avenue H
Ft. Madison, IA 52627
Melissa Calvillo (319) 372-5225 (800) 458-6672

Grundy

10

Story Marshall

Madison Warren

20

8. Marion County Public Health
2003 North Lincoln P.O. Box 152
Knoxville, IA 50138
Rachel Cecil (641) 828-2238 Ext. 241

9. MATURA Action Corporation
203 West Adams Street
Creston, IA 50801
Karla Hynes (641) 202-7114

10. Mid-lowa Community Action, Inc.
1001 South 18th Avenue
Marshalltown, IA 50158
Nicole Dudley (641) 752-7162

11. Mid-Sioux Opportunity, Inc.
418 South Marion Street
Remsen, IA 51050
Brittany Goodchild (712) 786-3418
(800) 859-2025

12. New Opportunities, Inc.
23751 Hwy 30, P.O. Box 427
Carroll, IA 51401
Beth Liechti (712) 792-9266 Ext. 217
(800) 642-6330

13. North lowa Community Action Organization
100 1* Street NW; Suite 200
Mason City, IA 50401
Lisa Koppin (641) 423-5044 Ext. 17
(800) 657-5856

14. Scott County Health Department
600 West 4" Street, 4™ Floor
Davenport, IA 52801
Tiffany Tjepkes (563) 326-8618 Ext. 8816

Tama

| Black Hawk | Buchanan

15.

16.

17.

18.

19.

20.

21.

22.

Delaware

Siouxland Community Health Center

1021 Nebraska Street

Sioux City, IA 51105

Lynnsey Davison (712) 202-1033 (888) 371-1965

Taylor County Public Health

405 Jefferson Street

Bedford, IA 50833

Julie Thomas (712) 523-3405 (800) 425-0051

Trinity Muscatine Public Health
1609 Cedar Street

Muscatine, IA 52761

Rebecca Schultz (563) 264-9161

Visiting Nurse Association of Dubuque
1454 lowa Street, P.O. Box 359
Dubuque, IA 52004
Stacey Killian (563) 556-6200

(800) 862-6133

Visiting Nurse Services of lowa
1111 9th Street, Suite 320

Des Moines, |IA 50314

Terri Walker (515) 558-9955

Warren County Health Services
301 North Buxton; Suite 203
Indianola, IA 50125

Angela Carlson (515) 961-1074

Washington County Public Health & Home Care
110 North lowa A venue, Suite 300
Washington, IA 52353
Jen Weidman (319) 653-7758 Ext,104
(800) 655-7758

Webster County Health Department

723 1% Avenue South

Fort Dodge, IA 50501

Tricia Nichols (515) 573-4107 (888) 289-3318

October 2013
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Pregnancy
Call Healthy Families Iowa:

1-800-369-2229 Risk
Call the Iowa PRAMS Coordinator:

What is PRAMS? Sarah Mauch at 1-800-383-3826 Assessment

For more information:

Visit these websites: MOn ItOFI ng
www.1ldph.state.ia.us/prams/
PRAMS stands for the www.cdc.gov/prams/ SyStem
Pregnancy Risk Assessment
Monitoring System. It is a Scan our
survey that could be sent to QR code to
you 2 to 6 months after the SIS QI
website:

birth of your new baby. The
survey asks questions about
your attitudes and experiences
before, during and after your
most recent pregnancy. Your
answers play an important
role in helping to make Iowa
moms and babies healthier.

lowa Department
of Public Health






Why is PRAMS important?

The PRAMS survey is important and
exciting because it provides data about
health behaviors of JTowa moms before,
during and after their pregnancy. Iowa’s
information can be compared to the other
39 participating states. PRAMS allows
us to keep improving programs currently
available to moms and babies.

Who receives the survey?

Moms are chosen to take the survey
through a random selection process
(similar to a lottery) from all lowa moms
who have recently had a baby. The survey
is available in both English and Spanish.

Who is going to use PRAMS data?

PRAMS data will be used by state and
local agencies to plan and improve
current programs aimed at reducing
health problems among Iowa moms
and babies.

How is PRAMS information
used?

PRAMS data is maintained by the

Iowa Department of Public Health. The
information collected is anonymous and
confidential. The information will help
to identify any gaps in services and to
develop new programs to make sure
you and your baby can live healthy,
happy lives.

What topics are on the survey?

Breastfeeding + Weight gain
Prenatal care + Birth control
Stress *  Depression
Insurance + and many more

When can you expect the survey?

Moms chosen to complete the survey will
receive the survey by mail 2 to 6 months
after their baby is born.

If you are selected, please take the time
to fill out the survey and encourage
others to do so. It helps to make a
difference in the lives of JTowa moms and
babies.

All selected moms receive a story book.
If you choose to complete and return the
survey, you will receive a gift certificate
as a thank you for your time.






PRAMS es la sigla en inglés
para Sistema de Monitoreo de
la Evaluacion de Riesgos en el
Embarazo. Es una encuesta
que se le podria enviar de 2 a 6
meses después del nacimiento
de su nuevo bebé. La encuesta
pregunta sobre sus actitudes y
experiencias antes, durante y
después de su embarazo mas
reciente. Sus respuestas tienen
un papel importante para ayudar
a que las mamas y los bebés de
Iowa sean mas sanos.

Para mas informacion:

Llame a Healthy Families lowa:
1-800-369-2229

Llame a la coordinadora de Iowa

PRAMS:
Sarah Mauch al 1-800-383-3826

Visite estos sitios web:
www.ldph.state.1ia.us/prams/
www.cdc.gov/prams/

Escanee E .:' E
nuestro codigo
QR para g"
visitar nuestro U =
[ |

sitio web:

lowa Department
of Public Health

El Sistema
de Evaluacion
del Riesgo

en el Embarazo

Promoviendo la sal
las mamas y bebés





¢Por qué PRAMS es importante?

La encuesta PRAMS es importante y
emocionante porque brinda datos sobre los
comportamientos de salud de las madres
de Iowa antes, durante y después de su
embarazo. La informacién de Iowa puede
compararse con la de otros 39 estados
participantes. PRAMS nos permite seguir
mejorando los programas disponibles
actualmente para las mamas y los bebés.

¢Quién recibe esta encuesta?

Las madres son elegidas para realizar

la encuesta a través de un proceso de
seleccién aleatorio (similar a la loteria)
entre todas las madres de Iowa que han
dado a luz recientemente. La encuesta esta
disponible tanto en inglés como espanol.

{Quién usara los datos de PRAMS?

Los datos de PRAMS seran utilizados
por agencias locales y estatales para
planificar y mejorar los programas
actuales que apuntan a reducir los
problemas de salud entre las madres y
los bebés de Towa.

{Como se usa la informacion de
PRAMS?

Los datos de PRAMS son conservados
por el Departamento de Salud Publica
de Iowa. La informacién recogida es
andénima y confidencial. La informacién
ayudara a identificar cualquier vacio
en los servicios y a desarrollar nuevos
programas para asegurar que usted y
su bebé vivan vidas sanas y felices.

{Qué temas se tratan en la encuesta?

+ Lactancia * Aumento de peso
* Cuidado prenatal * Anticoncepcion
+ Estrés * Depresion

* Seguro * y mucho mas

{Cuando puede esperar la encuesta?

Las madres seleccionadas para
completar la encuesta la recibiran por
correo de 2 a 6 meses después de nacido
su bebé.

Si es seleccionada, tomese el tiempo de
completar la encuesta y anime a otras

madres a hacerlo. Ayuda a marcar una
diferencia en las vidas de las mamas y
los bebés de Iowa.

Todas las madres seleccionadas
recibiran un libro de historias. Si decide
completar y entregar la encuesta,
recibira un certificado de obsequio como
agradecimiento por su tiempo.






What is PRAMS?

PRAMS stands for the
Pregnancy Risk Assessment
Monitoring System. Itis a
survey sent to mothers 2 to 6
months after the birth of their
new baby. The survey asks
questions about their attitudes
and experiences before, during
and after their most recent
pregnancy. The answers
provided play an important
role in helping to make Iowa
mothers and babies healthier.

PR

For more information:

Pregnancy
Call Healthy Families I : .
1-3800-529-2}2729am1 o RlSk
Call the Iowa PRAMS Coordinator: A sSsess ment

Sarah Mauch at 1-800-383-3826
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Monitoring
Adph.state.ia.us/prams/
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QR code to
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Why is PRAMS important?

The PRAMS survey is important and
exciting because it provides data about
health behaviors of Iowa women before,
during and after their pregnancy. This
allows us to keep improving programs
currently available to mothers and babies.
Iowa’s information can be compared to the
other 39 participating states.

Who receives the survey?

Women are randomly selected to take the
survey through the use of birth certificate
data of all JTowa women who have recently
had a baby. The survey is available in
both English and Spanish.

Who is going to use the PRAMS
data and how can you request it?

State and local governments, local
service providers and researchers can
all use PRAMS to plan and review
maternal and child health programs.

Data can be requested by organizations

or individuals to identify groups of
women and infants at high risk for
health problems, monitor changes in
health status and measure progress
towards state and federal goals.

To request data, contact the Iowa
PRAMS Coordinator at:
Sarah.Mauch@idph.iowa.gov

Or visit the PRAMS website:
www.ldph.state.ia.us/prams/
Researchers.aspx

Survey topics include:

* Breastfeeding

* Complications of pregnancy and
delivery

+ Contraception

+ HIV testing

* Household characteristics

* Household income

* Infant health care

* Injury prevention

* Insurance coverage

* Perinatal substance use

* Prenatal care

* Psychosocial stressors

* Social support and services

* Weight gain and BMI

Methodology

*  Women chosen to complete the
survey will receive the survey by mail
2 to 6 months after their baby is born.

*  Those who do not complete the
written survey will be contacted to
complete the survey via phone.

* Those selected are actively contacted
to complete the survey via mail or
phone for a total of 90 days.

All selected participants receive a story
book. If they choose to complete the
survey, they will receive a gift certificate
as a thank you for their time.

If a woman you know or see as a patient
is selected, please encourage her to take
the time to fill out the survey to help us
make a difference in the lives of Towa
mothers and babies.
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MCH Regional Consultants
October 2013

Region 1 | Stephanie Trusty 515-281-4731 | Stephanie.Trusty@idph.iowa.gov

Region 2 | Di Petsche 515-242-5980 | Diane.Petsche@idph.iowa.gov

Region 3 | Janet Beaman (Interim) 515-281-7721 | Janet.Beaman@idph.iowa.gov

Region 4 | Marcus Johnson-Miller 515-473-4540 | Marcus.Johnson-Miller@idph.iowa.gov

Region 5 | Janet Beaman 915-745-2728 | Janet.Beaman@idph.iowa.gov

Region 6 | Di Petsche 515-242-5980 | Diane.Petsche@idph.iowa.gov
Analisa Pearson (Jan 1, 2014) | 515-281-7519 | Analisa.Pearson@idph.iowa.gov

OH Consultant | Mary Kay Brinkman 515-281-8309 | MaryKay.Brinkman@idph.iowa.gov

Region 5 OH | Stephanie Chickering 515-281-7779 | Stephanie.Chickering@idph.iowa.gov

Consultant

Gretchen Hageman, Chief, Bureau of Family Health

gretchen.hageman@idph.iowa.gov

515-281-4911

Dr. Bob Russell, Chief, Bureau of Oral and Health Delivery Systems Bob.Russell@idph.iowa.gov

515-281-4916
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